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symptoms in moderate to heavy nicotine-dependent smokers who are unable to smoke due to hospital smokefree policies (Lillington, 1997) . Nurses generally have a positive attitude to offering brief interventions regarding nicotine withdrawal, but training in nicotine withdrawal management is required (Feeney et al, 1997; Mitchell et al, 2000) . To facilitate the training of nursing staff, a nicotine withdrawal management brief intervention package was developed in CSAHS in collaboration with them (Rozensteins et al, 2000) .
Prior to the evaluation of the impact of a new policy, it is important to ensure that the intervention is being delivered as planned. Evaluation of a policy implementation process is called a process evaluation (Hawe et al, 1990) . A process evaluation of the Smoke Free Environment Policy in CSAHS was regarded as particularly important as the incorporation of nicotine management and brief intervention advice into standard patient management practice can be challenging (Rice and Stead, 2001 ). An earlier survey and series of focus groups, which were conducted six months after the initial implementation of the CSAHS policy, indicated widespread awareness of, and approval for the Smoke Free Environment Policy by managers. It also indicated substantial barriers to implementation, such as limited time and nursing staff shortages, resulting in the slow uptake of the brief intervention and nicotine withdrawal management training by nurses (Mitchell et al, 2000) . This paper describes an aspect of the process evaluation of the CSAHS Smoke Free Environment Policy implementation. The main aims of this process evaluation were to assess whether hospitalised smokers recalled the key elements of the policy and to determine their degree of satisfaction with how their nicotine withdrawal was identified and managed. Patients' recall of the smoke-free status of the hospital campus, the location of designated smoking areas, being given tobacco brief intervention advice and their use of NRT during hospitalisation were assessed.
Methods

Recruitment
Recruitment of participants for this study was undertaken at two of the four major hospitals in the CSAHS, The Canterbury Hospital (TCH) and Concord Repatriation General Hospital (CRGH), over a 10-week period from April to June 2001. Recruitment methods varied at the two sites due to local circumstances. At TCH, the administrative staff from the pre-admission clinic recorded the contact details of patients self-identified as smokers who presented to the pre-admission clinic. These patients were then telephoned by a research assistant and invited to participate in the study. At CRGH, a research assistant surveyed all patients who presented to the pre-admission clinic and identified patients who smoked. These patients were invited to participate in the study and those that signed a written consent form were later followed up by telephone.
Subjects were considered eligible for the study if they identified themselves as current smokers, were aged 18 years or over, had an adequate understanding of English (ie, an interpreter was not required) to complete the telephone interview and were not incapacitated, distressed or suffering from an impaired level of consciousness.
Follow-up
Subjects recruited from TCH were sent a letter approximately 3 weeks after their pre-admission visit, informing them of how they were recruited, details of the study and inviting their participation. A research assistant then telephoned subjects approximately 2 weeks later. A research assistant telephoned subjects recruited from CRGH approximately 4-6 weeks after their visit to the pre-admission clinic, reminded them of the study and their written consent to participate, and asked if they were still willing to participate.
A structured telephone interview questionnaire was then administered to all consenting patients from both hospitals. The questionnaire assessed patients' recall of the policy elements (nurse provision of brief intervention, use of NRT and designated smoking areas), satisfaction with elements of the policy, their smoking behaviour whilst in hospital, their current smoking status and their basic demographic information.
Ethics approval for this study was obtained from the CSAHS (RPAH zone) Ethics Review Committee and the CSAHS (CRGH zone) Ethics Review Committee.
Results
1389 patients were approached. Ninety-five percent of patients (N= 1324) were considered eligible for the study, with 89 self-reported current smokers. The total crude prevalence rate for smoking in this population was 6.7%, excluding 43 people from non-English speaking backgrounds for whom smoking status was uncertain. Of the 89 eligible smokers, 12 refused to participate, nine were unable to be contacted at follow-up and 68 completed the telephone interview surveys, giving a response rate of 76%.
Equal numbers of respondents were male and female and more than half (57%) were aged between 18 and 50 years. The average length of hospital stay was 3 days and the majority of patients stayed in hospital for less than 2 days (see Table 1 ). More than two thirds of smokers (69%) smoked more than 10 cigarettes per day and half (50%) smoked more than 20 cigarettes per day. There were no statistically significant associations between age and sex and number of cigarettes smoked.
Recall of Smoke Free Environment Policy elements
More than a third of respondents (35%) recalled being told about the Smoke Free Environment Policy. Older people (51-90 year age group) were more likely (48%) to recall being told about the policy than younger respondents (26%), but this difference was not statistically significant (p= 0.053).
One in five respondents (22%) recalled being told about the designated smoking areas. There was no significant association found between being informed about the designated smoking areas and age, sex, length of stay, or daily number of cigarettes smoked.
Nurses' brief interventions for smoking were recalled more often by patients from TCH, with 38% of respondents from TCH and 17% of respondents from CRGH reporting that they recalled receiving brief interventions from the nurses. However, this difference was not statistically significant (p= 0.58). There were no statistically significant differences between those who received a brief intervention and those who did not by age, length of hospital stay, daily number of cigarettes smoked or reporting of problems with not smoking whilst in hospital. Fifty percent (50%) of respondents who recalled receiving a brief intervention from a nurse rated the advice as helpful, with males statistically significantly more likely to do so (p= 0.007).
Smoking behaviour in hospital and Nicotine Replacement Therapy
While the majority of respondents reported that they did not smoke whilst in hospital (81%), those that did smoke were significantly more likely to have had a length of stay of more than 2 days (p= 0.03) and significantly more likely to report smoking 10 or more cigarettes daily (p= 0.035). Of the 68 smokers in the study, 13 (19%) smoked whilst in hospital.
Ten of these 13 smokers reported that they did not have any problems with "not being able to smoke in hospital" and 3 (4%) reported that they did have problems with "not being able to smoke in hospital". Of the 54 smokers who did not smoke whilst hospitalised, 51 (94%) reported no problems with "not being able to smoke in hospital" and 3 reported problems (6%).
We analysed smokers according to length of stay. Of those smokers who were hospitalised for less than one day (n=28, 42%), none smoked and 2 (7%) reported having a problem with "not being able to smoke in hospital".
Analysis of the responses by those smokers who were hospitalised for more than one day (n=39, 58%) showed that 13 smoked during their stay, three (8%) of whom reported that they had problems with "not being able to smoke in hospital". Of the 26 smokers (66%) who did not smoke while in hospital, one (3%) reported problems with "not being able to smoke in hospital" and the other 25 did not (see Table 2 ). No respondents in this study recalled receiving NRT before, during or after their hospitalisation. 
Discussion
The potential limitations of this study include the small number of smokers in the sample, which reduces the power of the statistical analysis. The low crude prevalence of smoking (6.7%) was surprising as a previous study in CSAHS, at the Royal Prince Alfred Hospital (RPAH), found a crude smoking prevalence rate of 15% . Low smoking prevalence may, in part, be due to variance in the population bases of the hospitals within CSAHS, as RPAH is a large teaching hospital and may take patients with more complex health problems than the smaller CRGH and TCH. Under-reporting of positive smoking status is also likely to have occurred as self-reported smoking status has been found to be under-reported in hospital patients (Bittoun et al, 1991) , and administrative staff also fail to detect a third of smokers (Schofield and Hill, 1999) .
A key aim of this process evaluation was to determine the level of exposure smokers had to the Smoke Free Environment Policy. It is encouraging that only 12 months after the introduction of a new policy which requires additional work from clinical staff, one in three in-patient smokers recalled information about the policy (35%), one in five recalled information about designated smoking areas (22%) and 38% of smokers at TCH recalled brief intervention advice about smoking from staff (17% at CRGH).
The absence of the prescription of NRT to any patients in this group is of concern, given the report of 'problems with not smoking' by 9 % (N=6) of these patients and a high proportion of patients who smoked more than 10 cigarettes per day (69%). The prescription of NRT to hospitalised smokers suffering nicotine withdrawal symptoms is an important component in the medical management of this recognised chemical dependency (Rigotti et al, 1999) . More than one third of patients (36%) who stayed in hospital for more than one day reported that they smoked whilst in hospital, had problems with not smoking in hospital even though they did smoke, or did not smoke in hospital and had problems with not smoking in hospital. As the final phase of the implementation of the Smoke Free Environment Policy will require the abolition of designated smoking areas on Area Health Service grounds, the use of NRT amongst this group will become even more important.
Whilst hospital pharmacy data has shown that the prescription of NRT to hospital in-patients in CSAHS is steadily rising (Wilson, 2001) , the ongoing training of nursing and medical staff is still required to improve the uptake of NRT. The absence of any patient who recalled being prescribed NRT in this sample may also indicate reluctance on the part of the patients to use NRT or problems with access to NRT within the hospitals.
For the purposes of this study, the coverage of the nurse-training program for the Smoke Free Environment Policy implementation was enhanced through additional support offered to the inpatient wards that routinely receive patients from the pre-admission clinics at TGH and CRGH. These wards, which were primarily surgical wards, were provided with additional forms and resources, as well as the opportunity of running a co-facilitated staff in-service training with the researcher. A total of 200 nursing staff from 18 wards across the two sites received at least 20 minutes of training from the researcher during the period from May 2000 to March 2001.
The finding of a substantial (albeit non-statistically significant) difference regarding the provision of quit advice by nurses between the two hospital sites indicates the impact on behaviour that training nurses can have. While the number of staff trained across the two sites was similar, the chance of exposure to the brief intervention was higher at TCH. At TCH, 104 people were trained from a pool of approximately 300 Full Time Equivalent (FTE) nursing staff, compared to 96 people trained at CRGH from a pool of approximately 840 FTE nurses. Nurses in CSAHS report that nursing shortages and time constraints are barriers to improving the number of nurses attending training or giving brief advice about nicotine withdrawal (Mitchell et al, 2000) . Further, considerable staff turnover reduces the pool of trained staff and thus reduces the possible effectiveness of the intervention.
Despite previous findings of good support for the SFE Policy in CSAHS (Mitchell et al, 2000) , goals of all hospitalised smokers receiving information regarding the SFEP have not been met within the first year of the policy implementation. However, this is not surprising given the change in clinical practice required. Such a change is likely to take many years to implement consistently but after 12 months reasonable progress has been made. There remains a clear need for the management of smokers who are unable to smoke while in hospital.
